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 Review the methods that generate self-reported 
measures that are required for quality submission for 
performance reimbursement (Medicare SSP, 
commercial payers, Medicaid).  

 How much can be automated, how much is manual, 
how do you address the issue of multiple EHRs?  How 
scalable are the options for population management? 

 Describe the methods for ensuring reliability and 
validity of the data demonstrating integrity of data. 

 Describe how the data is used to support quality 
improvement efforts. 
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 If you do not measure it, you cannot improve it! 

 IT is the backbone of the clinically integrated network’s 
value proposition 
◦ Critical to improving coordination and enhancing connectivity 

between providers 

◦ Today, the industry is inundated with tools to help monitor and report 
patient care 

 Two types of data sharing sources 

 Health records and patient registries 

 Sources 

 Physician office 

 Hospital 

 Ancillary or ambulatory care facilities 

 Laboratory, radiology 
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 Acute and Chronic Care 
Management Measure 
◦ Appropriate testing for children with pharyngitis 

◦ Appropriate treatment for children with URI 

◦ Appropriate antibiotic treatment for acute bronchitis 

◦ New episode of depression: acute phase treatment  

◦ New episode of depression: continued  treatment  

◦ AMI: persistence of beta-blocker treatment after a heart 
attack  

◦ CAD: ACE inhibitor/ARB therapy  

◦ Complete lipid profile for patients with CV conditions  

◦ Heart failure (HF) : beta-blocker therapy 

◦ PDC: for HTN (ACEI or ARB)  

◦ PDC: for cholesterol (Statins)  

◦ Diabetes: eye exam 

◦ Diabetes: hemoglobin A1c testing  

◦ Diabetes: lipid profile  

◦ Diabetes: urine protein screening  

◦ PDC: oral diabetes  

◦ Annual monitoring on persistent medications: ACE/ARB  

◦ Annual monitoring on persistent medications: 
anticonvulsants  

◦ Annual monitoring  on persistent medications: digoxin  

◦ Annual monitoring  on persistent medications: diuretics  

◦ Arthritis: disease modifying therapy in rheumatoid arthritis  

◦ Osteoporosis management in women who had a fracture  

◦ Use of appropriate medications for asthma 

 Preventive Care Measures 

◦ Well-child visits: 3-11 years 

◦ Well-child visits in the first 15 

months of life  

◦ Childhood immunization status: 

VZV  

◦ Childhood immunization status: 

MMR  

◦ Adolescent well visits: 12-21 

years  

◦ Glaucoma screening in older 

adults  

◦ Chlamydia screening in women  

◦ Cervical cancer screening  

◦ Breast cancer screening  
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Hospital Disaggregation Risks 



Secure File Transfer Protocol 

(SFTP) Claims Feed 

 
Quest 
Diagnostics 

 
Clinical Lab 
Partners 

Physician Offices 

Physician Hospital 

Organization (PHO) 

& 

PHO Hospital Partner 
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 Data Types 

◦ Labs not based on LOINC 

 Need for mapping between organizations 

◦ ICD 9, ICD 10, CPT 

◦ Discrete  

 Data Receptivity 

◦ Format – HL7, CCDA, Flat File 

◦ Interface 
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ACO Measure Domain Measure NQF Measure 

Method of Data 
Submission 

1 Patient/Caregiver Experience CAHPS: Getting Timely Care, Appointments, and Information 5 Survey 

2 CAHPS: How Well Your Providers Communicate 5 Survey 

3 CAHPS: Patients’ Rating of Provider 5 Survey 

4 CAHPS: Access to Specialists 5 Survey 

5 CAHPS: Health Promotion and Education 5 Survey 

6 CAHPS: Shared Decision Making 5 Survey 

7 CAHPS: Health Status/Functional Status 6 Survey 

8 Care Coordination/ Patient Safety Risk Standardized All Condition Readmission 1789 Claims ADT Feed, PMS 

9 Ambulatory Sensitive Conditions Admissions: Chronic Obstructive Pulmonary Disease (COPD) or Asthma in Older Adults (ACO version 1.0) 275 Claims ADT Feed, PMS 

10 Ambulatory Sensitive Conditions Admissions: Heart Failure (HF) (ACO version 1.0) 277 Claims ADT Feed, PMS 

11 Percent of Primary Care Physicians who Successfully Qualify for an EHR Program Incentive Payment CMS 

EHR Incentive Program 
Reporting 

12 Medication Reconciliation 97 GPRO Web Interface 

13 Falls: Screening for Future Fall Risk 101 GPRO Web Interface 

14 Preventive Health Influenza Immunization 41 GPRO Web Interface 

15 Pneumococcal Vaccination for Patients 65 Years and Older 43 GPRO Web Interface 

16 Body Mass Index (BMI) Screening and Follow-Up 421 GPRO Web Interface 

17 Tobacco Use: Screening and Cessation Intervention 28 GPRO Web Interface 

18 Screening for Clinical Depression and Follow-Up Plan 418 GPRO Web Interface 

19 Colorectal Cancer Screening 34 GPRO Web Interface 

20 Breast Cancer Screening 31 GPRO Web Interface 

21 Screening for High Blood Pressure and Follow-Up Documented CMS GPRO Web Interface 

22 At Risk Population—Diabetes Diabetes Composite (All or Nothing Scoring): Diabetes Mellitus: Hemoglobin A1c Control (8 percent)  729 GPRO Web Interface 

23 Diabetes Composite (All or Nothing Scoring): Diabetes Mellitus: Low Density Lipoprotein Control  729 GPRO Web Interface 

24 Diabetes Composite (All or Nothing Scoring): Diabetes Mellitus: High Blood Pressure Control  729 GPRO Web Interface 

25 Diabetes Composite (All or Nothing Scoring): Tobacco Non-Use 729 GPRO Web Interface 

26 Diabetes Composite (All or Nothing Scoring): Diabetes Mellitus: Daily Aspirin or Antiplatelet Medication Use for Patients with Diabetes and Ischemic Vascular Disease 729 GPRO Web Interface 

27 Diabetes Mellitus: Hemoglobin A1c Poor Control 59 GPRO Web Interface 

28 Hypertension (HTN): Controlling High Blood Pressure 18 GPRO Web Interface 

29 Ischemic Vascular Disease (IVD): Complete Lipid Panel and LDL Control (100 mg/dL)  75 GPRO Web Interface 

30 Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antithrombotic 68 GPRO Web Interface 

31 Heart Failure: Beta-Blocker Therapy for Left Ventricular Systolic Dysfunction (LVSD) 83 GPRO Web Interface 

32 Coronary Artery Disease (CAD) Composite (All or Nothing Scoring): Lipid Control  74 GPRO Web Interface 

33 

Coronary Artery Disease (CAD) Composite (All or Nothing Scoring): Angiotensin-Converting Enzyme (ACE) Inhibitor or Angiotensin Receptor Blocker (ARB) Therapy - Diabetes or Left Ventricular Systolic 
Dysfunction (LVEF 40%) 66 GPRO Web Interface 
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 Provide care coordination services across the clinically 
integrated network that complement the existing case 
management services, such as: 
◦ Identifying gaps in care and transition 

◦ Empowering the use of evidenced based care 
◦ Developing processes across the continuum for seamless 

care transition 

 

 The SVHP Playbook 
◦ Identified 140+ care transitions and established baseline 

requirements for data portability 

◦ Details quality metrics agnostic to Payer 
◦ Reference for Care Guidelines – Preventative and disease 

management 
◦ Organizational polices and plans 
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Hospitals and Health Systems 



Data Types 
Data 

Transformation 

Clinical 

Data 

Utilization 

Data 

Unique 

Payer 

Claims 

Systems TPA 

Reporting 

ADT Feeds 

Practice 

EMR Data 

SVHP 

Actionable 

Reporting 

Data Sources 



 Secure Message all reports electronically 
◦ Allows onsite staff to “handle” data at highest skill  

 On-site data review and collaboration 
◦ Review of complex patient cases 

◦ Review dashboards/report cards 

◦ Investigate and solve barriers 

 Continuous communication for high profile patients 
◦ ED and inpatient admission 

 All inpatient discharges followed-up within 7 days 

 High risk ED discharges followed-up within 14 days 

 High readmission risk 

 Utilization 
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SmartHealth Queue: Attribution Data 
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SmartHealth Queue: Rx Data 
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Low Risk High Risk 
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 October 

2013 
 April 

2014 
 July 2014 



 Review the methods that generate self-reported 
measures that are required for quality submission for 
performance reimbursement (Medicare SSP, 
commercial payers, Medicaid).  

 How much can be automated, how much is manual, 
how do you address the issue of multiple EHRs?  How 
scalable are the options for population management? 

 Describe the methods for ensuring reliability and 
validity of the data demonstrating integrity of data. 

 Describe how the data is used to support quality 
improvement efforts. 
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